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A B S T R A C T
Objective: The present study investigates the relationship between night-time screen-based media devices
(SBMD) use, which refers to use within 1 h before sleep, in both lit and dark rooms, and sleep outcomes and
health-related quality of life (HRQoL) among 11 to 12-year-olds.
Methods: We analysed baseline data from a large cohort of 6616 adolescents from 39 schools in and around
London, United Kingdom, participating in the Study of Cognition Adolescents and Mobile Phone (SCAMP).
Adolescents self-reported their use of any SBMD (mobile phone, tablet, laptop, television etc.). Sleep variables
were derived from self-reported weekday and/or weekend bedtime, sleep onset latency (SOL) and wake time.
Sleep quality was assessed using four standardised dimensions from the Swiss Health Survey. HRQoL was es-
timated using the KIDSCREEN-10 questionnaire.
Results: Over two-thirds (71.5%) of adolescents reported using at least one SBMD at night-time, and about a
third (32.2%) reported using mobile phones at night-time in darkness. Night-time mobile phone and television
use was associated with higher odds of insufficient sleep duration on weekdays (Odds Ratio, OR=1.82, 95%
Confidence Interval, CI [1.59, 2.07] and OR=1.40, 95% CI [1.23, 1.60], respectively). Adolescents who used
mobile phones in a room with light were more likely to have insufficient sleep (OR=1.32, 95% CI [1.10, 1.60])
and later sleep midpoint (OR=1.64, 95% CI [1.37, 1.95]) on weekends compared to non-users. The magnitude
of these associations was even stronger for those who used mobile phones in darkness for insufficient sleep
duration on weekdays (OR=2.13, 95% CI [1.79, 2.54]) and for later sleep midpoint on weekdays (OR=3.88,
95% CI [3.25, 4.62]) compared to non-users. Night-time use of mobile phones was associated with lower HRQoL
and use in a dark room was associated with even lower KIDSCREEN-10 score (β= –1.18, 95% CI [–1.85, –0.52])
compared to no use.
Conclusions: We found consistent associations between night-time SBMD use and poor sleep outcomes and worse
HRQoL in adolescents. The magnitude of these associations was stronger when SBMD use occurred in a dark
room versus a lit room.
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1. Introduction
It is estimated that humans spend a third of their lifetime sleeping or
attempting to do so (Colten et al., 2006). Sufficient sleep duration and
quality are vital, especially for children and adolescents to maintain
their ongoing physical and mental development (Brand and Kirov,
2011). Good sleep hygiene is crucial for cognitive processes, including
sustained attention and memory (Lim and Dinges, 2010). Among ado-
lescents, poor sleep hygiene is associated with poor academic perfor-
mance (Dewald et al., 2010). Indeed, insufficient sleep has also been
shown to be associated with impaired cellular immune responses, de-
pression, anxiety and obesity in children and adolescents (Roberts et al.,
2009; Seegers et al., 2011; Spiegel et al., 2002). The United States
National Sleep Foundation (NSF) recommends a sleep duration of 9 to
11 h for school-aged children (6 to 13-year-old) (Hirshkowitz et al.,
2015).
Despite the importance of sleep in optimal adolescent health and
development, sleep deficits are prevalent in this age group (Gradisar
et al., 2011). An analysis of the Youth Risk Behavior Surveillance
System data (Basch et al., 2014) revealed that> 90% of high school
students slept less than the recommended 9 h. A recent meta-analysis
investigating global sleep patterns among adolescents also reported that
on average, children are sleeping< 9 h on school-nights and thus in-
stigating attempted catch-up sleep during weekend nights (Gradisar
et al., 2011). A trend towards later bed times and fixed school/workday
wake times has been suggested to explain the 1 h per night reduction in
sleep duration over the past century (Matricciani et al., 2012). In ad-
dition to insufficient sleep duration, other sleep problems such as de-
layed sleep onset, poor sleep quality, and restless sleep are also pre-
valent among adolescents (Fricke-Oerkermann et al., 2007; Hochadel
et al., 2014; Zhang et al., 2011).
Although delays in sleep pattern are expected to occur as part of the
physiological effect of pubertal development and resulting changes in
circadian regulation of sleep (Colten et al., 2006), lifestyle influences
from increasing access and use of screen-based media devices (SBMD)
have been shown to contribute heavily to the detrimental sleep hygiene
of adolescents (Carter et al., 2016; Colten et al., 2006). SBMD are
common among adolescents and the use of these devices during the
night remains high. In the UK, 12 to 15-year-olds are known to be the
largest users of SBMD among children (“Children and parents: media use
and attitudes report 2016 - Ofcom,” 2017). It is estimated that 98% of UK
adolescents aged 12 to 15-years-old watch television and over 90% of
them use mobile phones at home (“Children and parents: media use and
attitudes report 2016 - Ofcom,” 2017).
Earlier studies have shown traditional non-portable SBMD such as
televisions, video game consoles and desktop computers to be asso-
ciated with insufficient sleep duration and quality (Hale and Guan,
2015; Kenney and Gortmaker, 2017), although a recent study found no
such effect of computer use (Li et al., 2007). The use of portable SBMD
such as mobile phones and tablets has also been associated with adverse
adolescent sleep outcomes. However, many of the studies to date have
only focused on a single device (Schweizer et al., 2017), general (day
and night) SBMD use (Foerster and Röösli, 2017; Schweizer et al.,
2017), one sleep outcome (Lange et al., 2017), or not separated
weekday and weekend sleep habits (Fobian et al., 2016). As a con-
sequence of poor sleep hygiene among adolescents, the use of SBMD
either throughout the day or at night has also been shown in some
studies to be associated with poor health related quality of life (HRQoL)
among adolescents (Foerster and Röösli, 2017; Schoeni et al., 2015).
SBMD use, including the use of mobile phones at night, may reduce
physical wellbeing among adolescents via symptoms such as headaches,
tinnitus, stomach ache, back ache or high body mass index (BMI)
(Hutter et al., 2010; Lajunen et al., 2007). Although the advent of SBMD
such as televisions was expected to increase family cohesion and social
connection (Rothschild and Morgan, 1987), recent literature shows that
increased SBMD use is associated with increased likelihood of social
isolation and peer victimization among adolescents (Pagani et al.,
2016). Further, a recent study of a cohort of Japanese adolescents re-
vealed that SBMD use after lights out was associated with increased risk
of suicidal thoughts, self-harm and poor mental health (Oshima et al.,
2012). However, research on associations between night-time SBMD
use composite HRQoL measures is scanty.
We have recently set up the Study of Cognition Adolescents and
Mobile Phones (SCAMP), a cohort of adolescents from diverse ethnic
and socio-economic backgrounds. SCAMP is the largest cohort of its
kind in the world, set up specially to focus in detail on use of SBMD and,
in particular, mobile phones and a wide range of cognitive, beha-
vioural, health, and educational outcomes. In this study, we investigate
the association between SBMD use within the hour before sleep (termed
night-time) and a number of HRQoL and sleep outcomes, separately for
weekdays and weekends, in the SCAMP cohort. We also examine these
associations taking into account the presence or absence of room light
when the device is being used.
2. Methods
2.1. Study design and participants
The present study is a cross-sectional analysis of the baseline data
from the SCAMP study (Toledano et al., 2018). SCAMP is a large pro-
spective cohort study investigating whether adolescents' use of mobile
phones and other wireless devices influences their cognitive, educa-
tional, behavioural, physical and mental health outcomes. Baseline data
were collected between November 2014 and July 2016 from adoles-
cents in Year 7 (aged 11 to 12 years) from 39 schools in and around
London, United Kingdom. The adolescents completed a computer-based
assessment and provided self-report data on their SBMD use and the
aforementioned behavioural and health-related outcomes. In total,
6616 adolescents (52.4% females), representing 89.7% of the expected
number according to school registers, took part in the SCAMP study.
Details of participation rate and general characteristics of the cohort are
published elsewhere (Toledano et al., 2018).
2.2. Exposures
Adolescents were asked if they usually use any of the following
SBMD: mobile phone, tablet, eBook reader, laptop, portable media
player, portable video game console, desktop computer, television or
video game console, within 1 h before sleep. If adolescents responded
positively to this question they were subsequently asked, for each type
of device, if they usually use it with the light on in the room or in
darkness.
2.3. Outcomes
2.3.1. Sleep outcome measures
Adolescents reported when they usually got into bed, how long it
took them to fall asleep (i.e. sleep onset latency, SOL) and what time
they usually woke up using options provided in the questionnaire.
These responses were recorded separately for weekdays and weekends.
Weekday and weekend wake times were provided as 30-min interval
categories (e.g. 06:00–06:30 a.m.) anchored at “before 06:00 a.m.” and
“later than 02:00 p.m.”. Similar 30-minute interval categories were
used for bedtimes anchored at “before 08:30 p.m.” and “later than
03:00 a.m.” for weekday nights and “before 08:00 p.m.” and “later than
03:00 a.m.” for weekend nights. To derive sleep onset time and sleep
duration, the lower boundaries of the provided categories were chosen.
For SOL, the following response categories were provided: “I fall asleep
as soon as I get into bed”, “about 5min”, “about 15min”, “about
30min”, “about 45min”, “1–2 h”, “3 h or more”. To be consistent,
lower category boundaries were chosen, hence the categories were
translated into “0min”, “5min”, “15min”, “30min”, “45min”,
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“60min”, and “180min”, respectively.
Sleep onset time and sleep duration were estimated from SOL,
bedtime and wake time. The midpoint of sleep was estimated by adding
half the sleep duration to the sleep onset time. These variables were
calculated separately for weekdays and weekends. Duration of social
jetlag was defined as the difference between weekday and weekend
midpoint of sleep, and catch-up sleep was defined as the difference
between weekend and weekday sleep duration (Wittmann et al., 2006).
Based on the recommendations of the NSF (Hirshkowitz et al., 2015)
and the normal school start times of adolescents in London, the fol-
lowing categorical variables were created to differentiate between poor
and good sleep hygiene: late weekday wake time (weekday wake time
later than 7:30 a.m.), late weekend wake time (weekend wake time
later than 8:30 a.m.), long SOL (SOL longer than 45min), insufficient
sleep duration (sleep duration<9 h), late midpoint of sleep (later
than the median sleep midpoint), abnormal catch-up sleep (catch-up
sleep exceeding 2 h), and social jetlag (duration of social jetlag ex-
ceeding 1 h).
Sleep quality was assessed using four standardised dimensions
from the Swiss Health Survey: difficulty falling asleep, sleeping rest-
lessly, waking up several times during the night and waking up too
early in the morning (Schmitt et al., 2000). Adolescents were asked how
often they had encountered these sleep quality problems during the last
four weeks using a four-point Likert scale (Never, Rarely, Sometimes, and
Often).
2.3.2. Health-related quality of life measure
HRQoL was estimated using the KIDSCREEN-10 (The Kidscreen
Group Europe, 2006). The KIDSCREEN-10 is a unidimensional 10-item
self-report instrument covering physical, psychological and social di-
mensions of wellbeing validated for use among children and adoles-
cents aged 8 to 18-years-old (The Kidscreen Group Europe, 2006).
Adolescents were asked to indicate the frequency or severity of each
item, using a five-point Likert scale (1= never, 2= almost never,
3= sometimes, 4= almost always, and 5= always) or (1= not at all,
2= slightly, 3=moderately, 4= very, and 5= extremely). The total
score (range: 18.5–83.8) for each participant was calculated as de-
scribed elsewhere (The Kidscreen Group Europe, 2006) with higher
values indicating better HRQoL.
2.4. Covariates
Sociodemographic and behavioural characteristics of the adoles-
cents including age, sex, weight, height, ethnicity, caffeine consump-
tion, alcohol consumption, smoking and exposure to second-hand
smoking, parental occupation and parental level of education were
collected during the computer-based school assessment. Directed
acyclic graphs (DAGs) (Textor et al., 2011) were used to select potential
confounders from the list of covariates mentioned above (Fig. 2 in
Mireku et al., 2018). In the DAG, the direction of the arrow was as-
sumed to move from SBMD use to sleep outcomes or HRQoL. DAGs
provide a structural approach to examine the relationship between an
exposure and outcome in order to avoid adjusting for variables that
introduce biases into the association (Shrier and Platt, 2008). Parental
occupation, parental education and school type were used as proxy data
for socioeconomic status of the adolescent.
2.5. Statistical analysis
The distributions of variables were checked independently and de-
scriptive analyses were performed for all relevant variables. Complete
case analysis was employed in all statistical analyses. Chi-squared tests,
Mann-Whitney U tests and two sample t-tests were performed (as ap-
propriate) to compare all variables by sex. Three main statistical
methods were used for inferential analysis:
(i) Unconditional logistic regression was used to examine the re-
lationship between each of the SBMD exposure variables and the
dichotomous sleep outcomes.
(ii) Ordered logistic regression was performed to assess the relation-
ship between each of the SBMD exposure variables and sleep
quality items.
(iii) Linear regression was used to examine the association between
each of the SBMD exposure variables and KIDSCREEN-10 score.
Crude models were run to show the unadjusted relationship be-
tween the exposures and outcomes. All models were then adjusted for
ethnicity, age, sex, school type, parental education, and parental oc-
cupation (using the National Statistics Socio-Economic Classification
with 3 categories) as potential confounders based on the DAG. This list
of confounders is consistent with those used in other studies in-
vestigating the relationship between media use and sleep (Brunetti
et al., 2016; Schweizer et al., 2017). Also, post hoc analyses using Wald
test for equality of coefficients were performed to compare the coeffi-
cients obtained in the adjusted model for device use in a lit room and
device use in a dark room.
As sensitivity analysis, the adjusted model was further adjusted for
other covariates (i.e. BMI, second-hand smoking, and alcohol and caf-
feine consumption) in Model IIA. These covariates were not included in
the adjusted model because of the uncertainty of the direction of the
causal path with the exposure i.e. they could be potential mediators on
the same pathway. For the linear regression models with KIDSCR-
EEN-10 score as an outcome variable, further sensitivity analyses were
conducted by excluding adolescents who self-reported any disability
from the analysis (Model IIB).
All analyses were conducted using Stata version IC/13.1 for
Windows (StataCorp, TX). Statistical significance was defined as
p < 0.05.
2.6. Ethical approval
The North West Haydock Research Ethics Committee approved the
SCAMP study protocol and subsequent amendments (ref 14/NW/0347).
Head teachers of schools consented to participation in SCAMP. Parents
and adolescents were provided in advance with written information
about the study and were given the opportunity to opt out of the re-
search. The adolescents were also provided with the opportunity to opt-
out of participation on the day of the assessment. The opt-out recruit-
ment approach was expected to improve participation in an ethnically
diverse population, reduce selection bias, ensure feasibility of class-
room-based assessment and ensure a cost-effective study (Toledano
et al., 2018). The study was conducted in accordance with the De-
claration of Helsinki.
3. Results
3.1. Study participants, sleep habits and night-time SBMD use
The median (interquartile range, IQR) age of our study sample was
12.1 (11.8–12.4) years for males and 12.0 (11.8–12.3) years for females
(Table 1 in Mireku et al., 2018). The median (IQR) weekday sleep
duration was 8.8 (8.0–9.4) hours and 8.9 (8.0–9.4) hours for male and
female night-time SBMD users respectively compared to 9.3 (8.5–9.8)
hours and 9.3 (8.8–9.9) hours for male and female non-SBMD users,
respectively (Table 1). More than 70% of adolescents used at least one
SBMD device within the hour before sleep (Table 2).
Although male and female adolescents had the same median sleep
duration, slightly more females had an early wake time, normal SOL
and an early midpoint of sleep on weekdays (Table 3). Midpoint of sleep
was also> 1 h later on weekends compared to weekdays for both males
and females (Table 3). Compared to males, social jetlag (weekend-
weekday discrepancy in midpoint of sleep of 1 h or more) was more
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common among females (χ2 (1)= 41.23, p < 0.01). More than a tenth
of adolescents (17.6% males and 20.0% females) experienced abnormal
sleep catch-up. With reference to sleep quality, more females than
males reported having difficulty falling asleep, sleeping restlessly and
waking up often during the night (see Table 2 in Mireku et al., 2018).
3.2. Night-time SBMD use and sleep outcomes
Even though night-time use of at least one SBMD, mobile phones or
televisions was not associated with long SOL on weekdays, it was
consistently associated with poor sleep quality on all dimensions in-
cluding experiencing difficulty falling asleep and waking up too early
(see Table 3 in Mireku et al., 2018). Further, night-time use of the most
commonly used devices i.e. mobile phones and televisions was asso-
ciated with higher odds of late wake time on weekdays (Odds Ratio,
OR=1.60, 95% Confidence Interval, CI [1.05, 2.44] and OR=1.71,
95% CI [1.15, 2.55], respectively). Adolescents who used mobile
phones, televisions or at least one SBMD during night-time had higher
odds of insufficient sleep duration and late midpoint of sleep on
weekdays (Table 4). Night-time use of mobile phones, television or at
least one SBMD was associated with adverse outcomes for all the
weekend sleep variables considered in this study. Adolescents who used
at least one SBMD during night-time had higher odds of abnormal
catch-up sleep and social jetlag (OR=1.40, 95% CI [1.15, 1.71] and
OR=2.07, 95% CI [1.76, 2.43], respectively). Similar effects on catch-
up sleep were observed for night-time use of phones and televisions. In
Table 1
Sociodemographic and behavioural characteristics of adolescents, by night-time SBMD use in the SCAMP cohort.
SBMD use No SBMD use
Males (n=2234) Females
(n=2499)
Males (n=794) Females
(n=855)
Age (years), median (IQR)a 12.1 (11.8–12.4) 12.1 (11.8–12.3) 12.1 (11.8–12.4) 12.0 (11.7–12.2)
BMI (kg/m2), median (IQR)b 17.5 (15.4–20.0) 17.3 (15.6–20.0) 17.4 (15.6–19.4) 16.7 (14.8–19.1)
Ethnicity
White 947 (42.4) 1021 (40.9) 352 (44.3) 327 (38.2)
Black 358 (16.0) 391 (15.6) 106 (13.4) 100 (11.7)
Asian 539 (24.1) 637 (25.5) 196 (24.7) 282 (33.0)
Mixed 239 (10.7) 251 (10.0) 95 (12.0) 89 (10.4)
Other 130 (5.8) 141 (5.6) 39 (4.9) 55 (6.4)
Missing 21 (0.9) 58 (2.3) 6 (0.8) 2 (0.2)
Disability
Yes 309 (13.8) 266 (10.6) 121 (15.2) 96 (11.2)
No 1742 (78.0) 2010 (80.4) 622 (78.3) 686 (80.2)
Missing 1 (0.04) 0 (0.0) 1 (0.1) 0 (0.0)
School type
Independent 409 (18.3) 622 (24.9) 208 (26.2) 216 (25.3)
State 1825 (81.7) 1877 (75.1) 586 (73.8) 639 (74.7)
Parental higher education
At least one 284 (12.7) 399 (15.9) 93 (11.7) 136 (15.9)
None 1166 (52.2) 1298 (51.9) 465 (58.6) 425 (49.7)
Missing 784 (35.1) 802 (32.1) 236 (29.7) 294 (34.4)
Parental occupation
Higher 1104 (49.4) 1280 (51.2) 450 (56.7) 436 (50.9)
Intermediate 526 (23.5) 550 (22.0) 139 (17.5) 179 (20.9)
Lower 342 (15.3) 389 (15.6) 104 (13.1) 130 (15.2)
Missing 262 (11.7) 280 (11.2) 101 (12.7) 110 (12.9)
Caffeine consumption
Yes 560 (25.1) 596 (23.8) 114 (14.4) 112 (13.1)
No 294 (13.2) 429 (17.2) 153 (19.3) 197 (23.0)
Missing 1380 (61.8) 1474 (59.0) 527 (66.4) 546 (63.9)
Alcohol consumption
At least once 256 (11.5) 190 (7.6) 61 (7.7) 41 (4.8)
Never 1215 (54.4) 1407 (56.3) 529 (66.6) 545 (63.7)
Missing 763 (34.2) 902 (36.1) 204 (25.7) 269 (31.5)
Smoking
At least once 63 (2.8) 24 (1.0) 10 (1.3) 7 (0.8)
Never 1410 (63.1) 1568 (62.7) 581 (73.2) 580 (67.8)
Missing 761 (34.1) 907 (36.3) 203 (25.6) 268 (31.3)
Second-hand smoking
Yes 496 (22.2) 571 (22.8) 112 (14.1) 122 (14.3)
No 1684 (75.4) 1867 (74.7) 665 (83.8) 714 (83.5)
Missing 54 (2.4) 61 (2.4) 17 (2.1) 19 (2.2)
Weekday sleep duration (h), median (IQR)c 8.8 (8.0–9.4) 8.9 (8.0–9.4) 9.3 (8.5–9.8) 9.3 (8.8–9.9)
Weekend sleep duration (h), median (IQR)d 9.3 (8.0–10.3) 9.8 (8.8–10.6) 9.8 (8.8–10.4) 10.0 (9.3–10.9)
Weekday sleep midpoint (am), median (IQR)c 2:15 (1:53–2:45) 2:08 (1:47–2:38) 2:00 (1:45–2:30) 2:00 (1:33–2:17)
Weekend sleep midpoint (am), median (IQR)d 4:00 (3:08–5:15) 4:00 (3:15–5:00) 3:17 (2:38–4:08) 3:17 (2:38–4:17)
KIDSCREEN-10 score, mean (SD)e 49.5 (8.5) 48.3 (8.1) 49.9 (8.8) 49.9 (9.3)
SBMD – screen-based media device; BMI – body mass index; IQR – inter quartile range; SD – standard deviation.
Unless otherwise stated, all figures are presented as number (percentage).
a N=6379
b N=1979.
c N=6382.
d N=5919.
e N=5735.
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the sensitivity analysis, after further adjusting for BMI, second-hand
smoking, alcohol and caffeine consumption, the increased odds of ad-
verse sleep outcomes (except for long SOL) among night-time SBMD
users persisted (Table 4).
3.3. Night-time mobile phone and TV use in a room with the light on or off
and sleep outcomes
The proportion of adolescents who reported adverse sleep outcomes
was consistently higher among those who used mobile phones or tele-
visions in darkness than those who used them in a room with the light
on or did not use them at all (Fig. 1 in this article and Fig. 1 in Mireku
et al., 2018). Further, there was a 31% increase in the odds of weekday
insufficient sleep duration among adolescents who used mobile phones
in a room with the light on compared to those who did not use mobile
phones during night-time. However, the odds of insufficient sleep
duration were 147% higher for adolescents who use mobile phones in a
dark room in contrast to those who were not night-time users of mobile
phones (Table 5). Whereas adolescents who used mobile phones in the
dark were more likely to have long SOL on weekdays (OR=1.41, 95%
CI [1.11, 1.79]), those who used mobile phones in a room with the light
on were less likely to experience long SOL on weekdays (OR=0.74,
95% CI [0.56, 0.99]) compared to non-users of mobile phones. This
inverse association between night-time mobile phone or television use
in light and weekday SOL persisted even after further adjusting for BMI,
second-hand smoking, alcohol and caffeine consumption in sensitivity
analysis. However, adolescents who used mobile phones or television in
darkness were more likely to have abnormal sleep catch-up (mobile
phones: OR=1.73, 95% CI [1.42, 2.11]; television: OR=1.75, 95% CI
[1.42, 2.16]) compared to those who did not use mobile phones or
televisions during night-time. Except for weekday wake times, night-
time mobile phone and television use in a dark room were consistently
associated with higher odds of adverse sleep outcomes on weekdays
and weekends after adjusting for potential confounding variables
compared to mobile phone and television use in a lit room (Table 5).
As shown in Fig. 2, mobile phone and television use in darkness was
consistently associated with poor sleep quality (all four dimensions) but
use in a room with the light on was consistently associated with only
restless sleep. In general, adolescents who used mobile phones or tel-
evisions in a room with the light on reported worse sleep outcomes and
poorer sleep quality than those who did not use phones or televisions at
night-time however, this effect was even greater when phones or tele-
visions were used in the dark.
3.4. Associations between night-time SBMD, mobile phone and television
use and HRQoL
Adolescents who used at least one SBMD had significantly poorer
HRQoL compared to those who did not use any SBMD during night-time
(Table 6). Adolescents who used mobile phones during night-time re-
ported lower HRQoL (β=−0.80, 95% CI [−0.24, −1.36]) compared
to those who did not use mobile phones during night-time. The direc-
tion and significance of these associations persisted even after ex-
cluding children who had reported disabilities (Table 6). However,
there was no statistically significant association between night-time
television watching and HRQoL. Night-time use of mobile phones spe-
cifically in a light room was not associated with poor HRQoL but use in
a dark room was associated with lower KIDSCREEN-10 score
(β=−1.19, 95% CI [−1.83, −0.56]) (Table 4 in Mireku et al., 2018).
In the sensitivity analysis (further adjusting for BMI, second-hand
smoking, alcohol and caffeine consumption), watching television in
darkness was associated with higher mean KIDSCREEN-10 score
(β=1.96, 95% CI [0.67, 3.25]) compared to no night-time television
use.
4. Discussion
This study has shown that night-time use of at least one SBMD, and
specifically mobile phones or televisions, was associated with adverse
sleep outcomes, particularly insufficient sleep duration, late midpoint
of sleep, abnormal catch-up sleep, abnormal social jetlag and poor sleep
quality (sleep disturbance) among adolescents. The observed associa-
tions were consistent for sleep outcomes on weekdays and weekends.
Although night-time use of mobile phones or televisions in a room with
the light on was associated with insufficient sleep duration and late
midpoint of sleep, the magnitude of the association was higher when
night-time use of mobile phones or televisions occurred in darkness.
Night-time use of at least one SBMD was also negatively associated with
adolescent HRQoL and this association persisted even after excluding
adolescents who report any disability. Night-time users of mobile
phones in darkness reported worse HRQoL compared to those who did
Table 2
Night-time use of screen-based media devices among the SCAMP cohort.
Males (n=3147) Females (n=3469) p
n (%) n (%)
At least one SBMD
Yes 2234 (71.0) 2499 (72.0) 0.506
No 794 (25.2) 855 (24.7)
Missing 119 (3.8) 115 (3.3)
Portable SBMD use
Phone
Yes - light 704 (22.4) 866 (25.0) 0.051
Yes - dark 977 (31.1) 1073 (30.9)
No 1336 (42.5) 1409 (40.6)
Missinga 130 (4.1) 121 (3.5)
Tablet
Yes - light 667 (21.2) 878 (25.3) <0.001
Yes - dark 670 (21.3) 682 (19.7)
No 1680 (53.4) 1788 (51.5)
Laptop
Yes - light 680 (21.6) 834 (24.0) 0.017
Yes - dark 384 (12.2) 366 (10.6)
No 1953 (62.1) 2148 (61.9)
Media player
Yes - light 335 (10.7) 369 (10.6) 0.513
Yes - dark 342 (10.9) 350 (10.1)
No 2340 (74.4) 2629 (75.8)
Portable video console
Yes - light 374 (11.9) 357 (10.3) <0.001
Yes - dark 402 (12.8) 250 (7.2)
No 2241 (71.2) 2741 (79.0)
Ebook (with light)
Yes - light 195 (6.2) 215 (6.2) 0.723
Yes - dark 219 (7.0) 226 (6.5)
No 2603 (82.7) 2907 (83.8)
Ebook (without light)
Yes - light 210 (6.7) 255 (7.4) <0.001
Yes - dark 107 (3.4) 56 (1.6)
No 2700 (85.8) 3037 (87.6)
Non-portable SBMD use
Television
Yes - light 712 (22.6) 791 (22.8) 0.182
Yes - dark 664 (21.1) 676 (19.5)
No 1641 (52.1) 1881 (54.2)
Non-portable video console
Yes - light 644 (20.5) 420 (12.1) <0.001
Yes - dark 586 (18.6) 167 (4.8)
No 1787 (56.8) 2761 (79.6)
Computer
Yes - light 488 (15.5) 527 (15.2) <0.001
Yes - dark 205 (6.5) 105 (3.0)
No 2324 (73.9) 2716 (78.3)
SBMD – screen-based media device.
Missing category was not used in statistical analysis.
a Number (percentage) of missing data was the same for all portable and non-
portable devices.
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not use mobile phones during night-time.
The present study contributes to the growing literature highlighting
the associations between SBMD use and both adolescent sleep outcomes
and HRQoL. Night-time use of at least one SBMD was common with
nearly three-quarters of adolescents reporting night-time SBMD use in
this study and this is slightly higher than the prevalence of 60% re-
ported in a UK-based study among adolescents of the same age range in
2010 (Arora et al., 2014).
Night-time use of mobile phones but not television was associated
with long SOL on weekends in the SCAMP cohort. This is only partly
consistent with previous research which found no significant
association between television and mobile phone use and SOL (Arora
et al., 2014). The lack of significant association between night-time
television watching and weekday SOL is comparable to that reported by
Gamble et al. (2014) although they found a significant dose response
relationship between frequency of phone use and long SOL on both
weekdays and weekends. In this present study, we did not assess the
frequency of night-time SBMD use and this may have clarified the re-
lationship between night-time SBMD use and long SOL on weekdays.
Although the mechanism between SBMD use and long SOL is not well
established, a number of previous studies have reported increased
arousal and alertness from night-time use of SBMD. In particular,
Table 3
Comparison of sleep outcomes on weekdays and weekends among males and females in the SCAMP cohort.
Males (n=3147) Females (n=3469) p
Weekdays
Sleep duration (h), median (IQR)a 8.9 (8.3–9.5) 8.9 (8.3–9.5) 0.110
Bed time
Early 2434 (77.3) 2826 (81.5) < 0.001
Late 604 (19.2) 535 (15.4)
Missing 109 (3.5) 108 (3.1)
Wake time
Early 2911 (92.5) 3286 (94.7) < 0.001
Late 132 (4.2) 83 (2.4)
Missing 104 (3.3) 100 (2.9)
SOL
Normal 2669 (84.8) 3020 (87.1) 0.015
Long 362 (11.5) 337 (9.7)
Missing 116 (3.7) 112 (3.2)
Insufficient sleep duration
Sufficient 1492 (47.4) 1674 (48.3) 0.262
Insufficient 1539 (48.9) 1683 (48.5)
Missing 116 (3.7) 112 (3.2)
Sleep midpoint (am), median (IQR)a 2:08 (1:47–2:38) 2:08 (1:45–2:33) < 0.001
Sleep midpoint
Early 1523 (48.4) 1873 (54.0) < 0.001
Late 1508 (47.9) 1484 (42.8)
Missing 116 (3.7) 112 (3.2)
Weekends
Sleep duration (h), median (IQR)a 9.4 (8.3–10.3) 9.9 (8.9–10.8) < 0.001
Bed time
Early 1925 (61.2) 2320 (66.9) < 0.001
Late 1113 (35.4) 1041 (30.0)
Missing 109 (3.5) 108 (3.11)
Wake time
Early 1723 (54.8) 1671 (48.2) < 0.001
Late 1320 (41.9) 1698 (49.0)
Missing 104 (3.3) 100 (2.9)
SOL
Normal 2554 (81.2) 2861 (82.5) 0.285
Long 477 (15.2) 496 (14.3)
Missing 116 (3.7) 112 (3.2)
Insufficient sleep duration
Sufficient 1709 (54.3) 2281 (65.8) < 0.001
Insufficient 1094 (34.8) 840 (24.2)
Missing 344 (10.9) 348 (10.0)
Midpoint of sleep, median (IQR) 3:47 am (3:00–4:53 am) 3:53 am (3:02–4:53 am) 0.193
Midpoint of sleep
Early 1496 (47.5) 1629 (47.0) 0.365
Late 1307 (41.5) 1492 (43.0)
Missing 344 (10.9) 348 (10.0)
Weekdays ± weekends
Catch-up sleep
Normal 2248 (71.4) 2428 (70.0) 0.023
Abnormal 555 (17.6) 693 (20.0)
Missing 344 (10.9) 348 (10.0)
Social jetlag
Yes 797 (25.3) 653 (18.8) < 0.001
No 2337 (74.3) 2807 (80.9)
Missing 13 (0.4) 9 (0.3)
Unless otherwise stated, all figures are presented as number (percentage).
Missing category was not used in statistical analysis.
a N=6388; IQR – inter quartile range.
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playing video games and engaging in stimulating tasks (puzzles) but not
passive tasks (reading) on SBMD increased arousal (Fleming and Rick
Wood, 2001; Ivarsson et al., 2009; Jones et al., 2018). Thus relative to
passive engagement when watching television, mobile phones and
video games require active engagement and alertness on the part of the
user and could lengthen the time until sleep onset. Further, the port-
ability of mobile phones implies that due to their continuous and
consistent usage, the degree of exposure to light emitted and resulting
ocular discomfort may be higher that from a traditional television
screen which are non-portable and only occasionally used by adoles-
cents (Kim et al., 2016).
In the present study, adolescents who usually used mobile phones,
televisions or at least one SBMD at night-time were more likely to ex-
perience increasing frequency of sleep disturbance problems including
difficulty falling asleep, restless sleep, waking up at night and waking
up too early in the morning. Previous studies have explored the re-
lationship between SBMD use and sleep quality using sleep quality di-
mensions similar to the ones used in this study (Gradisar et al., 2013) or
validated sleep quality scales (Arora et al., 2014; Brockmann et al.,
2016) or objective actigraphy data (Fobian et al., 2016). Regardless of
how sleep quality was assessed in these studies, the inverse associations
with night-time SBMD use persisted. The means by which SBMD de-
vices affect sleep quality is not well understood but previous studies of
children have revealed that those who had televisions in their rooms
scored significantly higher on sleep terrors, nightmares, sleep walking
and sleep talking and that sleep disturbance was significantly higher for
those who watched television in the evening (Arora et al., 2014;
Brockmann et al., 2016).
The weekday-weekend discordance in the observed associations
between night-time SBMD use and wake time may be due to enforced
Table 4
Associations between night-time use of at least one SBMD, mobile phones and televisions and sleep outcomes in the SCAMP cohort.
SBMD Mobile phone Television
OR (95% CI) OR (95% CI) OR (95% CI)
Weekdays
Late wake time
Model I 1.06 (0.77, 1.45) 1.50 (1.13, 2.01)# 1.53 (1.16, 2.02)#
Model II 1.10 (0.70, 1.74) 1.60 (1.05, 2.44)⁎ 1.71 (1.15, 2.55)#
Model IIA 1.04 (0.47, 2.33) 1.57 (0.74, 3.33) 2.38 (1.14, 4.96)⁎
Long SOL
Model I 1.13 (0.94, 1.36) 1.35 (1.14, 1.59)‡ 1.07 (0.91, 1.25)
Model II 0.99 (0.78, 1.25) 1.08 (0.87, 1.35) 0.87 (0.70, 1.08)
Model IIA 0.62 (0.42, 0.92)⁎ 0.78 (0.53, 1.14) 0.67 (0.45, 0.98)⁎
Insufficient sleep duration
Model I 2.02 (1.80, 2.26)‡ 2.02 (1.83, 2.24)‡ 1.64 (1.48, 1.81)‡
Model II 1.83 (1.58, 2.13)‡ 1.82 (1.59, 2.07)‡ 1.40 (1.23, 1.60)‡
Model IIA 1.81 (1.42, 2.32)‡ 1.88 (1.50, 2.35)‡ 1.45 (1.15, 1.82)#
Late midpoint of sleep
Model I 1.90 (1.69, 2.13)‡ 1.96 (1.77, 2.16)‡ 1.63 (1.48, 1.80)‡
Model II 1.89 (1.62, 2.20)‡ 1.95 (1.70, 2.24)‡ 1.44 (1.26, 1.65)‡
Model IIA 1.55 (1.20, 2.00)# 1.81 (1.43, 2.29)‡ 1.30 (1.03, 1.64)⁎
Weekends
Late wake time
Model I 1.75 (1.56, 1.97)‡ 1.81 (1.63, 2.00)‡ 1.63 (1.48, 1.80)‡
Model II 1.95 (1.67, 2.27)‡ 1.86 (1.63, 2.14)‡ 1.29 (1.11, 1.51)‡
Model IIA 2.39 (1.83, 3.12)‡ 2.22 (1.76, 2.82)‡ 1.65 (1.31, 2.07)‡
Long SOL
Model I 1.63 (1.37, 1.93)‡ 1.78 (1.54, 2.06)‡ 1.33 (1.16, 1.52)‡
Model II 1.44 (1.15, 1.80)# 1.50 (1.24, 1.82)‡ 1.09 (0.90, 1.31)
Model IIA 1.12 (0.79, 1.61) 1.29 (0.93, 1.79) 0.95 (0.69, 1.30)
Insufficient sleep duration
Model I 1.79 (1.57, 2.05)‡ 1.82 (1.62, 2.03)‡ 1.61 (1.44, 1.79)‡
Model II 1.59 (1.34, 1.89)‡ 1.72 (1.47, 2.00)‡ 1.31 (1.13, 1.52)‡
Model IIA 1.39 (1.05, 1.86)⁎ 1.56 (1.20, 2.02)# 1.26 (0.98, 1.63)
Late midpoint of sleep
Model I 2.36 (2.09, 2.67)‡ 2.62 (2.35, 2.91)‡ 2.00 (1.80, 2.22)‡
Model II 2.56 (2.16, 3.04)‡ 2.56 (2.22, 2.98)‡ 1.78 (1.54, 2.05)‡
Model IIA 2.94 (2.19, 3.96)‡ 2.94 (2.28, 3.80)‡ 1.78 (1.39, 2.28)‡
Weekdays ± weekends
Abnormal catch-up sleep
Model I 1.40 (1.21, 1.63)‡ 1.54 (1.35, 1.75)‡ 1.39 (1.23, 1.58)‡
Model II 1.40 (1.15, 1.71)# 1.42 (1.19, 1.69)‡ 1.31 (1.11, 1.55)#
Model IIA 1.58 (1.10, 2.27)⁎ 1.46 (1.07, 2.00)⁎ 1.29 (0.95, 1.75)
Social jetlag
Model I 1.99 (1.75, 2.25)‡ 2.00 (1.77, 2.25)‡ 1.51 (1.34, 1.71)‡
Model II 2.07 (1.76, 2.43)‡ 1.90 (1.63, 2.22)‡ 1.49 (1.28, 1.75)‡
Model IIA 1.89 (1.46, 2.45)‡ 1.82 (1.41, 2.35)‡ 1.20 (0.93, 1.56)
Reference group for all models: no night-time use.
SBMD - screen-based media device; SOL - sleep onset latency.
Model I: un-adjusted.
Model II: adjusted for sex, age, ethnicity, school type, parental occupation, and parental education.
Model IIA (sensitivity analysis): Model II further adjusted for BMI, second-hand smoking, alcohol and caffeine consumption.
⁎ p < 0.05.
# p < 0.01.
‡ p < 0.001
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school start times which imply that most adolescents force themselves
to sleep once in bed in order to wake up in time for school. In fact,<
5% of adolescents woke up later than 7:30 a.m. on weekdays which
sharply contrasts with weekend sleep habits of nearly half of adoles-
cents waking up later than 8:30 am. However, when specific SBMD
were considered, we found significant associations between mobile
phone use or television watching and late wake time on both weekdays
and weekends which is similar to findings of previous studies that in-
vestigated wake time and specific SBMD such as computers, mobile
phones and televisions (Amra et al., 2017; Gamble et al., 2014).
Sleep duration has been the most commonly researched sleep out-
come in relation to SBMD use because adolescents are increasingly
sleeping fewer hours during school nights. In fact, the American
Academy of Pediatrics acknowledges insufficient sleep duration among
adolescents as a major public health issue (Adolescent Sleep Working
Group, 2014). In the present study, night-time use of mobile phones,
televisions and at least one SBMD was consistently associated with in-
sufficient sleep duration on both weekdays and weekends. These asso-
ciations are congruent with the findings of a recent meta-analysis of 20
cross-sectional studies which reported that the odds of insufficient sleep
is doubled for children who used portable SBMD around bedtime
compared to those who did not use any portable SBMD (Carter et al.,
2016). Other cross-sectional studies also found similar associations
between portable and non-portable SBMD and adolescent insufficient
sleep duration (Continente et al., 2017; Kenney and Gortmaker, 2017).
Cain and Gradisar (2010) hypothesised that night-time use of SBMD
displaces sleep time and other activities associated with good sleep
hygiene and thus results in later bedtimes and shorter sleep duration.
This hypothesis may explain the observed consistent association be-
tween night-time SBMD use and late midpoint of sleep and insufficient
sleep duration on both weekdays and weekends.
Adolescents who used at least one SBMD or mobile phones at night
had a poorer HRQoL compared to those who did not use any. The ad-
justed mean difference in HRQoL observed is equivalent to 20% of the
mean difference in KIDSCREEN-10 scores between UK adolescents of
normal and abnormal mental health status (Ravens-Sieberer et al.,
2008). These findings are in line with many previous studies although
different HRQoL scales were used (Foerster and Röösli, 2017; Lacy
et al., 2012). First, spending more time on SBMD has been reported to
be associated with increased consumption of sugar-sweetened bev-
erages, increased risk of sedentary behaviour and decreased likelihood
of physical activity among adolescents (Kenney and Gortmaker, 2017;
Poulain et al., 2018) which are in turn directly associated with obesity
(Robinson et al., 2017) and inversely associated with HRQoL in dose-
response fashion (Wu et al., 2017). Using the extended KIDSCREEN-52
questionnaire, a previous study 10 to 17-year-olds found that high
media device users reported the lowest scores for moods and emotions,
self-perception, parents and home life, and school environment
(Foerster and Röösli, 2017). Second, problematic mobile phone use has
consistently been shown to be associated with unfavourable psycholo-
gical outcomes including severity of anxiety and depression among
teenagers (Elhai et al., 2017; Tamura et al., 2017) which may be ex-
plained by increasing mental fatigue arising from long-duration use
(Ikeda and Nakamura, 2014). Although the aforementioned hypotheses
and findings from previous research may explain the observed asso-
ciation in the SCAMP cohort, the present study is the only one to focus
on night-time device use in lit and dark rooms and adolescents' HRQoL.
To our knowledge, this is the first study to investigate the effects of
night-time mobile phone use or television watching taking into account
the presence or absence of room light on sleep outcomes and HRQoL in
an adolescent population. Night-time light exposure, especially short-
wavelength (“blue”) light emitted from SBMD, can suppress the onset of
melatonin synthesis, followed by an alerting response and thus reduce
sleepiness (Chang et al., 2015; Gooley et al., 2011). This arousal may
Fig. 1. Proportion of adolescents reporting adverse sleep outcomes by night-time use of mobile phone (no use, use in light, use in darkness). Late wake time (later
than 7:30 a.m. on weekdays and 8:30 a.m. on weekends); Long SOL (sleep onset latency > 45min); Insufficient sleep duration (sleep duration < 9 h); Late midpoint
of sleep (sleep midpoint later than 2:08 a.m. on weekdays and 3:53 a.m. on weekends); Abnormal catch-up sleep (difference of weekday & weekend sleep dura-
tion > 2 h); Social jetlag (difference of weekday & weekend sleep midpoint > 1 h).
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become conditioned, by a learned association forming between bedtime
and wakefulness (Gamble et al., 2014). In this study, adolescents who
used mobile phones or watched television at night-time with the light
on in the room experienced worse sleep outcomes than adolescents who
did not use these devices at night-time. However, the effects were even
greater when device use occurred in darkness. This observation might
be due to factors associated with the large luminance difference be-
tween a dark room and the light from a SBMD. Thus, adolescents who
use SBMD in darkness are likely to suffer from strained eyes because of
sharp pupil adjustment to images from the only source of light, the
screen of the media device. Also, in a dark environment, the pupils of
the eye are usually dilated and thus the amount of blue light (peak
emission ~450–470 nm) passing through the pupil and thus suppres-
sing melatonin may be higher in darkness before the pupil adjusts to the
light source (Tosini et al., 2016).
Although mostly cross-sectional, a number of studies have reported
associations between chronotype and device use (Fossum et al., 2014;
Randler et al., 2016). These studies reported that adolescents of ‘Owl’
chronotype are prone to increased device use and thus suggesting a
potential reverse causation. On the contrary, a randomized crossover
study by Chang et al. (2015) found a 55% decrease in melatonin sup-
pression for participants who used the SBMD and no melatonin sup-
pression for those who read a print-book under the same ambient light.
This evidence supports the hypothesis of disrupted circadian rhythms
and diminished melatonin secretion resulting from SBMD use. More-
over, we found the odds of long SOL, insufficient sleep duration, and
late sleep midpoint, to all be greater for mobile phone use at night time
in the dark versus TV use at night time in the dark. As TVs have lower
blue light concentration than mobile phones, we would expect to see
mobile phone users with poorer outcomes than TV users. Our findings
Table 5
Associations between night-time phone and television use (in a light/dark room) and sleep outcomes in the SCAMP cohort.
Night-time phone use Night-time TV use
Light Dark Light Dark
OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)
Weekdays
Late wake time
Model I 1.37 (0.96, 1.96) 1.61 (1.17, 2.21)# 1.48 (1.07, 2.06)* 1.59 (1.14, 2.21)#
Model II 1.33 (0.79, 2.24) 1.81 (1.14, 2.87)* 1.74 (1.10, 2.78)* 1.68 (1.04, 2.72)*
Model IIA 1.12 (0.44, 2.86) 2.04 (0.89, 4.67) 2.52 (1.10, 5.73)* 2.20 (0.89, 5.43)
Long SOL
Model I 0.96 (0.78, 1.20) 1.66 (1.39, 1.98)‡ 0.79 (0.64, 0.97)* 1.40 (1.16, 1.69)‡
Model II 0.74 (0.56, 0.99)* 1.41 (1.11, 1.79)#c 0.71 (0.54, 0.94)* 1.07 (0.82, 1.40)a
Model IIA 0.53 (0.32, 0.87)* 1.09 (0.70, 1.69) 0.60 (0.37, 0.97)* 0.77 (0.46, 1.30)
Insufficient sleep duration
Model I 1.42 (1.25, 1.61)‡ 2.68 (2.38, 3.02)‡ 1.30 (1.15, 1.46)‡ 2.15 (1.88, 2.44)‡
Model II 1.31 (1.12, 1.54)# 2.47 (2.11, 2.90)‡c 1.16 (0.99, 1.36) 1.84 (1.54, 2.20)‡c
Model IIA 1.45 (1.11, 1.88)# 2.65 (1.98, 3.54)‡ 1.15 (0.89, 1.50) 2.13 (1.53, 2.96)‡
Late sleep midpoint
Model I 1.40 (1.23, 1.59)‡ 2.54 (2.26, 2.86)‡ 1.37 (1.21, 1.54)‡ 1.99 (1.75, 2.26)‡
Model II 1.50 (1.27, 1.77)‡ 2.48 (2.11, 2.91)‡c 1.20 (1.02, 1.41)* 1.84 (1.54, 2.19)‡c
Model IIA 1.53 (1.16, 2.02)# 2.22 (1.66, 2.98)‡ 1.05 (0.80, 1.38) 1.82 (1.32, 2.51)‡
Weekends
Late wake time
Model I 1.34 (1.18, 1.52)‡ 2.28 (2.03, 2.57)‡ 1.29 (1.14, 1.46)‡ 2.13 (1.87, 2.42)‡
Model II 1.41 (1.20, 1.66)‡ 2.41 (2.05, 2.82)‡c 1.06 (0.89, 1.27) 1.69 (1.39, 2.05)‡c
Model IIA 1.78 (1.35, 2.34)‡ 2.95 (2.20, 3.95)‡ 1.25 (0.95, 1.64) 2.57 (1.86, 3.56)‡
Long SOL
Model I 1.01 (0.83, 1.23) 2.46 (2.10, 2.87)‡ 0.91 (0.76, 1.09) 1.86 (1.58, 2.18)‡
Model II 0.88 (0.68, 1.13) 2.14 (1.74, 2.64)‡c 0.76 (0.59, 0.97)* 1.55 (1.24, 1.94)‡c
Model IIA 0.79 (0.52, 1.21) 1.94 (1.34, 2.81)‡ 0.74 (0.49, 1.11) 1.26 (0.84, 1.90)
Insufficient sleep duration
Model I 1.28 (1.11, 1.48)# 2.33 (2.05, 2.64)‡ 1.28 (1.12, 1.47)‡ 2.04 (1.78, 2.34)‡
Model II 1.32 (1.10, 1.60)# 2.13 (1.79, 2.54)‡ 1.15 (0.96, 1.37) 1.54 (1.28, 1.87)‡b
Model IIA 1.27 (0.93, 1.73) 1.96 (1.43, 2.69)‡ 1.15 (0.85, 1.56) 1.44 (1.02, 2.04)*
Late sleep midpoint
Model I 1.59 (1.39, 1.81)‡ 3.91 (3.45, 4.43)‡ 1.30 (1.15, 1.48)‡ 3.33 (2.90, 3.83)‡
Model II 1.64 (1.37, 1.95)‡ 3.88 (3.25, 4.62)‡c 1.17 (0.99, 1.39) 3.14 (2.58, 3.82)‡c
Model IIA 2.11 (1.57, 2.84)‡ 4.41 (3.21, 6.05)‡ 1.21 (0.91, 1.63) 3.28 (2.30, 4.68)‡
Weekdays and weekends
Abnormal catch-up sleep
Model I 1.22 (1.03, 1.44)* 1.80 (1.56, 2.08)‡ 1.07 (0.91, 1.25) 1.80 (1.55, 2.10)‡
Model II 1.10 (0.89, 1.37) 1.73 (1.42, 2.11)‡c 1.01 (0.82, 1.25) 1.75 (1.42, 2.16)‡c
Model IIA 1.16 (0.80, 1.69) 1.87 (1.29, 2.70)# 1.06 (0.73, 1.54) 1.66 (1.12, 2.46)*
Abnormal social jetlag
Model I 1.51 (1.31, 1.75)‡ 2.57 (2.21, 2.98)‡ 1.19 (1.04, 1.38)* 2.08 (1.75, 2.46)‡
Model II 1.46 (1.22, 1.75)‡ 2.57 (2.11, 3.14)‡c 1.19 (1.00, 1.43) 2.21 (1.74, 2.81)‡c
Model IIA 1.46 (1.09, 1.95)* 2.58 (1.80, 3.70)‡ 0.95 (0.71, 1.27) 2.00 (1.31, 3.05)#
Reference group for all models: no night-time use; *p < 0.05, #p < 0.01, ‡p < 0.001 in comparison to reference category.
ap < 0.05, bp < 0.01, cp < 0.001 for the comparison of the observed measure of effect between device use in darkness and in a lit room.
SOL - sleep onset latency.
Model I: un-adjusted.
Model II: adjusted for sex, age, ethnicity, school type, parental occupation, and parental education.
Model IIA (sensitivity analysis): Model II further adjusted for BMI, second-hand smoking, alcohol and caffeine consumption.
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thereby support the melatonin hypothesis.
Alternatively, the observed association may only be a reflection of
potentially less discipline among adolescents who use devices in the
dark. These adolescents may have used these devices secretively
(without the knowledge of their parents) and thus could have done so
for longer hours than those who use the devices in a light room until
their parents tell them to turn the light off. Thus, the prolonged night-
time use of the devices may have resulted in later sleep times and
poorer sleep outcomes. Further, studies in animal models suggest that
exposure to light at night increases the levels of oxidative stress markers
and increase melatonin suppression (Ashkenazi and Haim, 2013). Stress
induced by exposure to blue light in the dark could therefore alter sleep
and HRQoL although little is known if the same effect occurs in hu-
mans.
In common with all cross-sectional studies, the present study lacks
temporal information between exposures and outcomes and, therefore,
cannot draw causal conclusions or exclude the potential for reverse
causation. Although most studies within this field use cross-sectional
data, and therefore lack temporal analysis, a longitudinal study of
which approximately 1800 children followed annually since age
6months to 7 years found an increase of an hour per day in lifetime TV
viewing to be associated with a reduction of 7min in sleep duration per
day (Cespedes et al., 2014). In our study, the use of questionnaires to
collect information on SBMD use, sleep patterns and HRQoL may have
resulted in social desirability and inaccurate reporting among adoles-
cents. However, we have shown that our adolescents self-report their
mobile phone usage through questionnaires fairly accurately (Mireku
et al., 2017). Future studies with prospective measures of daily screen
activity and sleep diary and/or objective measures of screen activity
and sleep would help to tease out these complex relationships. Finally,
Fig. 2. Associations between night-time (a)
mobile phone use and (b) television use (in
light/dark) and sleep quality dimensions
(indicated on the left-hand side of the
figure).
All models were adjusted for sex, age, eth-
nicity, school type, parental occupation and
parental education. Points (square and dia-
monds) represent adjusted odds ratios.
Error bars indicate 95% CIs.
Reference group for all models: no night-
time use of mobile phones (odds ratio= 1).
#p < 0.01, ‡p < 0.001 for the comparison
of the observed measure of effect between
device use in darkness and in a lit room.
Models without symbols indicate no statis-
tical significant difference (p > 0.05) in the
observed effect between device use in a
dark room compared to a lit room.
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exclusive SBMD use was not assessed therefore adolescents who re-
ported using mobile phones could also use other SBMD devices.
Notwithstanding these limitations, the use of DAGs to choose con-
founders increases the internal validity of the study findings. As con-
founders cannot be in the causal pathway between the exposure and the
outcome, the direction of association between the confounder and the
exposure/outcome is highly important to avoid collider bias.
Future cohort and experimental studies are needed to corroborate
our findings and to investigate whether induced pupil dilation during
SBMD use in darkness and subsequent melatonin suppression explains
the observed associations in darkness that were stronger than those
observed when the light in the room was on. Prospective cohort studies
including both children and adolescents would provide temporally
defined data and also allow researchers to study how the association
between SBMD and sleep or HRQoL varies by age, in order to create
age-appropriate policy recommendations.
5. Conclusion
Overall, this study shows that night-time SBMD use is significantly
associated with adverse sleep outcomes and poorer HRQoL among
adolescents. Night-time use of mobile phones in a room with the light
on is associated with some adverse sleep outcomes but the magnitude of
the association is larger if use occurs in the dark. We recommend that
parents, teachers, health professionals and adolescents be made aware
of the associations between night-time SBMD use and sleep outcomes,
as these may impact on cognitive function and educational attainment.
In addition, interventions on healthy screen-based media use should
include curtailed use within an hour before bedtime and particularly in
darkness.
Acknowledgements
We would like to express our thanks to all schools, parents and
pupils who are participating in SCAMP. We thank Dr Danielle
Ashworth, Yasmin Bou Karim, Irene Chang, Margaret Douglass, Mark
Ellis, Charlotte Fleming, Dr John Gulliver, Dr Nick Henriquez, Rosi
Hirst, Rosemary H Jenkins, Stacey Jennings, Daphna Kesary, Dr Gemma
Knowles, Dr Michael O Mireku, William Mueller, Aamirah Mussa, Dr
Jonathan V T Pham, Dr Milagros Ruiz, Dr Steven Shen, Dr Rachel B
Smith and Riitta Soininen at Imperial College London; Dr Benjamin
Barratt, Dr Artemis Doutsi, Dr Rosamund Dove and Dr Ian Mudway at
King’s College London; Elizabeth Booth at Birkbeck, University of
London; Mikaël J A Maes at Imperial College London/University
College London; Dr Marloes Eeftens and Alexandra Buergler at Swiss
Tropical and Public Health Institute; and Dr Jürg Fröhlich and Marco
Zahner at ETH Zürich for their contributions to the project. We also
thank Dr Daniela Fecht and Annalisa Sheehan at Imperial College
London for helping with geocoding and Geographic Information System
mapping. Finally, we thank the many casual workers who have helped
with the SCAMP school assessments.
Declarations of interest
None.
Funding source
This work was supported by the UK Department of Health and
Social Care via the Research Initiative on Health and Mobile
Telecommunications (RIHMT) (grant number: 091/0212), an in-
dependent programme of research that is jointly funded by the UK
Health Departments, the Medical Research Council, the Health and
Safety Executive and industry funders [Vodafone, Arqiva, Carphone
Warehouse, BT, 3UK, Everything Everywhere EE (Orange and T-
Mobile) and Telefonica Europe Plc (O2)]. The RIHMT is managed by
the UK Department of Health and Social Care’s Policy Research
Programme [http://www.prp-ccf.org.uk/]. Some study enhancements
are supported by the National Institute for Health Research Health
Protection Research Unit (NIHR HPRU) in Health Impact of
Environmental Hazards at King’s College and Imperial College London
in partnership with Public Health England (PHE) (grant number: HPRU-
2012–10141), and also supported, in part, by funds from the MRC-PHE
Centre for Environment and Health (MR/L01341X/1). The views ex-
pressed in this publication are those of the authors and not necessarily
those of the National Health Service, the NIHR, the Department of
Health and Social Care or PHE.
Author contributions
M.O.M. coordinated the study, collected, cleaned and analysed the
data, interpreted results, and wrote and revised the manuscript. M.M.B.
analysed data, prepared table of results and revised the manuscript.
J.M. collected and cleaned data, and revised the manuscript. I.D.,
M.S.C.T, M.R., and P.E. obtained funding for this study, interpreted
results and revised the manuscript. M.B.T. conceived the study, ob-
tained funding, interpreted results and revised the manuscript.
References
Adolescent Sleep Working Group, 2014. School start times for adolescents. Pediatrics 134,
642–649. https://doi.org/10.1542/peds.2014-1697.
Amra, B., Shahsavari, A., Shayan-Moghadam, R., Mirheli, O., Moradi-Khaniabadi, B.,
Bazukar, M., Yadollahi-Farsani, A., Kelishadi, R., 2017. The association of sleep and
late-night cell phone use among adolescents. J. Pediatr. 93, 560–567. https://doi.
org/10.1016/j.jped.2016.12.004.
Table 6
Associations between night-time use of at least one SBMD, mobile phones and televisions and HRQoL in the SCAMP cohort.
SBMD Mobile phone Television
KIDSCREEN-10 score, beta (95% CI)
Model I −1.01 (−1.51, −0.51)‡ −0.87 (−1.32, −0.43)‡ −0.12 (−0.56, 0.33)
Model II −0.98 (−1.60, −0.35)# −0.80 (−1.36, −0.24)# −0.09 (−0.66, 0.47)
Model IIA 0.37 (−0.60, 1.35) 0.28 (−0.64, 1.19) 1.01 (0.10, 1.93)⁎
Model IIB −1.15 (−1.82, −0.48)# −0.84 (−1.44, −0.24)# −0.33 (−0.93, 0.28)
Reference group for all models: no night-time use.
SBMD - screen-based media device.
Model I: un-adjusted.
Model II: adjusted for sex, age, ethnicity, school type, parental occupation, and parental education.
Model IIA: (Sensitivity analysis): Model II further adjusted for BMI, second-hand smoking, alcohol and caffeine consumption.
Model IIB: (Sensitivity analysis): Model II excluding participants with disabilities.
⁎ p < 0.05.
# p < 0.01.
‡ p < 0.001.
M.O. Mireku et al. Environment International 124 (2019) 66–78
76
Arora, T., Broglia, E., Thomas, G.N., Taheri, S., 2014. Associations between specific
technologies and adolescent sleep quantity, sleep quality, and parasomnias. Sleep
Med. 15, 240–247.
Ashkenazi, L., Haim, A., 2013. Effect of light at night on oxidative stress markers in
Golden spiny mice (Acomys russatus) liver. Comp. Biochem. Physiol. A Mol. Integr.
Physiol. 165, 353–357. https://doi.org/10.1016/j.cbpa.2013.04.013.
Basch, C.E., Basch, C.H., Ruggles, K.V., Rajan, S., 2014. Prevalence of sleep duration on an
average school night among 4 nationally representative successive samples of
American high school students, 2007–2013. Prev. Chronic Dis. 11. https://doi.org/
10.5888/pcd11.140383.
Brand, S., Kirov, R., 2011. Sleep and its importance in adolescence and in common
adolescent somatic and psychiatric conditions. Int. J. Gen. Med. 4, 425–442. https://
doi.org/10.2147/IJGM.S11557.
Brockmann, P.E., Diaz, B., Damiani, F., Villarroel, L., Núñez, F., Bruni, O., 2016. Impact of
television on the quality of sleep in preschool children. Sleep Med. 20, 140–144.
https://doi.org/10.1016/j.sleep.2015.06.005.
Brunetti, V.C., O'Loughlin, E.K., O'Loughlin, J., Constantin, E., Pigeon, É., 2016. Screen
and nonscreen sedentary behavior and sleep in adolescents. Sleep Health 2, 335–340.
https://doi.org/10.1016/j.sleh.2016.09.004.
Cain, N., Gradisar, M., 2010. Electronic media use and sleep in school-aged children and
adolescents: a review. Sleep Med. 11, 735–742. https://doi.org/10.1016/j.sleep.
2010.02.006.
Carter, B., Rees, P., Hale, L., Bhattacharjee, D., Paradkar, M.S., 2016. Association between
portable screen-based media device access or use and sleep outcomes: a systematic
review and meta-analysis. JAMA Pediatr. 170, 1202–1208. https://doi.org/10.1001/
jamapediatrics.2016.2341.
Cespedes, E.M., Gillman, M.W., Kleinman, K., Rifas-Shiman, S.L., Redline, S., Taveras,
E.M., 2014. Television viewing, bedroom television, and sleep duration from infancy
to mid-childhood. Pediatrics. https://doi.org/10.1542/peds.2013-3998. peds.2013-
3998.
Chang, A.-M., Aeschbach, D., Duffy, J.F., Czeisler, C.A., 2015. Evening use of light-
emitting eReaders negatively affects sleep, circadian timing, and next-morning
alertness. Proc. Natl. Acad. Sci. 112, 1232–1237. https://doi.org/10.1073/pnas.
1418490112.
Children and Parents: Media Use and Attitudes Report 2016 - Ofcom. WWW Document.
URL. https://www.ofcom.org.uk/research-and-data/media-literacy-research/
childrens/children-parents-nov16, Accessed date: 8 June 2017.
Colten, H.R., Altevogt, B.M., Institute of Medicine (US) Committee on Sleep Medicine and
Research, 2006. Sleep Physiology. National Academies Press, US.
Continente, X., Pérez, A., Espelt, A., López, M.J., 2017. Media devices, family relation-
ships and sleep patterns among adolescents in an urban area. Sleep Med. 32, 28–35.
https://doi.org/10.1016/j.sleep.2016.04.006.
Dewald, J.F., Meijer, A.M., Oort, F.J., Kerkhof, G.A., Bögels, S.M., 2010. The influence of
sleep quality, sleep duration and sleepiness on school performance in children and
adolescents: a meta-analytic review. Sleep Med. Rev. 14, 179–189. https://doi.org/
10.1016/j.smrv.2009.10.004.
Elhai, J.D., Dvorak, R.D., Levine, J.C., Hall, B.J., 2017. Problematic smartphone use: a
conceptual overview and systematic review of relations with anxiety and depression
psychopathology. J. Affect. Disord. 207, 251–259. https://doi.org/10.1016/j.jad.
2016.08.030.
Fleming, M.J., Rick Wood, D.J., 2001. Effects of violent versus nonviolent video games on
children's arousal, aggressive mood, and positive mood. J. Appl. Soc. Psychol. 31,
2047–2071. https://doi.org/10.1111/j.1559-1816.2001.tb00163.x.
Fobian, A.D., Avis, K., Schwebel, D.C., 2016. Impact of media use on adolescent sleep
efficiency. J. Dev. Behav. Pediatr. JDBP 37, 9–14. https://doi.org/10.1097/DBP.
0000000000000239.
Foerster, M., Röösli, M., 2017. A latent class analysis on adolescents media use and as-
sociations with health related quality of life. Comput. Hum. Behav. 71, 266–274.
https://doi.org/10.1016/j.chb.2017.02.015.
Fossum, I.N., Nordnes, L.T., Storemark, S.S., Bjorvatn, B., Pallesen, S., 2014. The asso-
ciation between use of electronic media in bed before going to sleep and insomnia
symptoms, daytime sleepiness, morningness, and chronotype. Behav. Sleep Med. 12,
343–357. https://doi.org/10.1080/15402002.2013.819468.
Fricke-Oerkermann, L., Plück, J., Schredl, M., Heinz, K., Mitschke, A., Wiater, A.,
Lehmkuhl, G., 2007. Prevalence and course of sleep problems in childhood. Sleep 30,
1371–1377.
Gamble, A.L., D'Rozario, A.L., Bartlett, D.J., Williams, S., Bin, Y.S., Grunstein, R.R.,
Marshall, N.S., 2014. Adolescent sleep patterns and night-time technology use: results
of the Australian Broadcasting Corporation's big sleep survey. PLoS One 9, e111700.
https://doi.org/10.1371/journal.pone.0111700.
Gooley, J.J., Chamberlain, K., Smith, K.A., Khalsa, S.B.S., Rajaratnam, S.M.W., Van Reen,
E., Zeitzer, J.M., Czeisler, C.A., Lockley, S.W., 2011. Exposure to room light before
bedtime suppresses melatonin onset and shortens melatonin duration in humans. J.
Clin. Endocrinol. Metab. 96, E463–E472. https://doi.org/10.1210/jc.2010-2098.
Gradisar, M., Gardner, G., Dohnt, H., 2011. Recent worldwide sleep patterns and pro-
blems during adolescence: a review and meta-analysis of age, region, and sleep. Sleep
Med. 12, 110–118. https://doi.org/10.1016/j.sleep.2010.11.008.
Gradisar, M., Wolfson, A.R., Harvey, A.G., Hale, L., Rosenberg, R., Czeisler, C.A., 2013.
The sleep and technology use of Americans: findings from the National Sleep
Foundation's 2011 sleep in America poll. J. Clin. Sleep Med. JCSM Off. Publ. Am.
Acad. Sleep Med. 9, 1291–1299. https://doi.org/10.5664/jcsm.3272.
Hale, L., Guan, S., 2015. Screen time and sleep among school-aged children and ado-
lescents: a systematic literature review. Sleep Med. Rev. 21, 50–58. https://doi.org/
10.1016/j.smrv.2014.07.007.
Hirshkowitz, M., Whiton, K., Albert, S.M., Alessi, C., Bruni, O., DonCarlos, L., Hazen, N.,
Herman, J., Katz, E.S., Kheirandish-Gozal, L., Neubauer, D.N., O'Donnell, A.E.,
Ohayon, M., Peever, J., Rawding, R., Sachdeva, R.C., Setters, B., Vitiello, M.V., Ware,
J.C., Hillard, P.J.A., 2015. National Sleep Foundation's sleep time duration re-
commendations: methodology and results summary. Sleep Health J. Natl. Sleep
Found. 1, 40–43. https://doi.org/10.1016/j.sleh.2014.12.010.
Hochadel, J., Frölich, J., Wiater, A., Lehmkuhl, G., Fricke-Oerkermann, L., 2014.
Prevalence of sleep problems and relationship between sleep problems and school
refusal behavior in school-aged children in children's and parents' ratings.
Psychopathology 47, 119–126. https://doi.org/10.1159/000345403.
Hutter, H.-P., Moshammer, H., Wallner, P., Cartellieri, M., Denk-Linnert, D.-M.,
Katzinger, M., Ehrenberger, K., Kundi, M., 2010. Tinnitus and mobile phone use.
Occup. Environ. Med. 67, 804–808. https://doi.org/10.1136/oem.2009.048116.
Ikeda, K., Nakamura, K., 2014. Association between mobile phone use and depressed
mood in Japanese adolescents: a cross-sectional study. Environ. Health Prev. Med.
19, 187–193. https://doi.org/10.1007/s12199-013-0373-3.
Ivarsson, M., Anderson, M., Åkerstedt, T., Lindblad, F., 2009. Playing a violent television
game affects heart rate variability. Acta Paediatr. 98, 166–172. https://doi.org/10.
1111/j.1651-2227.2008.01096.x.
Jones, M.J., Peeling, P., Dawson, B., Halson, S., Miller, J., Dunican, I., Clarke, M.,
Goodman, C., Eastwood, P., 2018. Evening electronic device use: the effects on
alertness, sleep and next-day physical performance in athletes. J. Sports Sci. 36,
162–170. https://doi.org/10.1080/02640414.2017.1287936.
Kenney, E.L., Gortmaker, S.L., 2017. United States adolescents' television, computer, vi-
deogame, smartphone, and tablet use: associations with sugary drinks, sleep, physical
activity, and obesity. J. Pediatr. 182, 144–149. https://doi.org/10.1016/j.jpeds.
2016.11.015.
Kim, J., Hwang, Y., Kang, S., Kim, M., Kim, T.-S., Kim, J., Seo, J., Ahn, H., Yoon, S., Yun,
J.P., Lee, Y.L., Ham, H., Yu, H.G., Park, S.K., 2016. Association between exposure to
smartphones and ocular health in adolescents. Ophthalmic Epidemiol. 23, 269–276.
https://doi.org/10.3109/09286586.2015.1136652.
Lacy, K.E., Allender, S.E., Kremer, P.J., de Silva-Sanigorski, A.M., Millar, L.M., Moodie,
M.L., Mathews, L.B., Malakellis, M., Swinburn, B.A., 2012. Screen time and physical
activity behaviours are associated with health-related quality of life in Australian
adolescents. Qual. Life Res. 21, 1085–1099. https://doi.org/10.1007/s11136-011-
0014-5.
Lajunen, H.-R., Keski-Rahkonen, A., Pulkkinen, L., Rose, R.J., Rissanen, A., Kaprio, J.,
2007. Are computer and cell phone use associated with body mass index and over-
weight? A population study among twin adolescents. BMC Public Health 7, 24.
https://doi.org/10.1186/1471-2458-7-24.
Lange, K., Cohrs, S., Skarupke, C., Görke, M., Szagun, B., Schlack, R., 2017. Electronic
media use and insomnia complaints in German adolescents: gender differences in use
patterns and sleep problems. J. Neural Transm. 124, 79–87. https://doi.org/10.
1007/s00702-015-1482-5. Vienna Austria 1996.
Li, S., Jin, X., Wu, S., Jiang, F., Yan, C., Shen, X., 2007. The impact of media use on sleep
patterns and sleep disorders among school-aged children in China. Sleep 30,
361–367.
Lim, J., Dinges, D.F., 2010. A meta-analysis of the impact of short-term sleep deprivation
on cognitive variables. Psychol. Bull. 136, 375–389. https://doi.org/10.1037/
a0018883.
Matricciani, L., Olds, T., Petkov, J., 2012. In search of lost sleep: secular trends in the
sleep time of school-aged children and adolescents. Sleep Med. Rev. 16, 203–211.
https://doi.org/10.1016/j.smrv.2011.03.005.
Mireku, M.O., Mueller, W., Fleming, C., Chang, I., Dumontheil, I., Thomas, M.S.C.,
Eeftens, M., Elliott, P., Röösli, M., Toledano, M.B., 2017. Total recall in the SCAMP
cohort: validation of self-reported mobile phone use in the smartphone era. Environ.
Res. 161, 1–8. https://doi.org/10.1016/j.envres.2017.10.034.
Mireku, M.O., Barker, M.M., Mutz, J., Shen, C., Dumontheil, I., Thomas, M.S.C., Röösli,
M., Elliott, P., Toledano, M.B., 2018. Processed data on the night-time use of screen-
based media devices and adolescents' sleep quality and health-related quality of life.
Data in Brief (In Press).
Oshima, N., Nishida, A., Shimodera, S., Tochigi, M., Ando, S., Yamasaki, S., Okazaki, Y.,
Sasaki, T., 2012. The suicidal feelings, self-injury, and mobile phone use after lights
out in adolescents. J. Pediatr. Psychol. 37, 1023–1030. https://doi.org/10.1093/
jpepsy/jss072.
Pagani, L.S., Lévesque-Seck, F., Fitzpatrick, C., 2016. Prospective associations between
televiewing at toddlerhood and later self-reported social impairment at middle school
in a Canadian longitudinal cohort born in 1997/1998. Psychol. Med. 46, 3329–3337.
https://doi.org/10.1017/S0033291716001689.
Poulain, T., Peschel, T., Vogel, M., Jurkutat, A., Kiess, W., 2018. Cross-sectional and
longitudinal associations of screen time and physical activity with school perfor-
mance at different types of secondary school. BMC Public Health 18. https://doi.org/
10.1186/s12889-018-5489-3.
Randler, C., Wolfgang, L., Matt, K., Demirhan, E., Horzum, M.B., Beşoluk, Ş., 2016.
Smartphone addiction proneness in relation to sleep and morningness–eveningness in
German adolescents. J. Behav. Addict. 5, 465–473. https://doi.org/10.1556/2006.5.
2016.056.
Ravens-Sieberer, U., Erhart, M., Gosch, A., Wille, N., 2008. Mental health of children and
adolescents in 12 European countries—results from the European KIDSCREEN study.
Clin. Psychol. Psychother. 15, 154–163.
Roberts, R.E., Roberts, C.R., Duong, H.T., 2009. Sleepless in adolescence: prospective data
on sleep deprivation, health and functioning. J. Adolesc. 32, 1045–1057. https://doi.
org/10.1016/j.adolescence.2009.03.007.
Robinson, T.N., Banda, J.A., Hale, L., Lu, A.S., Fleming-Milici, F., Calvert, S.L., Wartella,
E., 2017. Screen media exposure and obesity in children and adolescents. Pediatrics
140, S97–S101. https://doi.org/10.1542/peds.2016-1758K.
Rothschild, N., Morgan, M., 1987. Cohesion and control: adolescents' relationships with
parents as mediators of television. J. Early Adolesc. 7, 299–314. https://doi.org/10.
M.O. Mireku et al. Environment International 124 (2019) 66–78
77
1177/0272431687073006.
Schmitt, B.E., Gugger, M., Augustiny, K., Bassetti, C., Radanov, B.P., 2000. Prevalence of
sleep disorders in an employed Swiss population: results of a questionnaire survey.
Schweiz. Med. Wochenschr. 130, 772–778.
Schoeni, A., Roser, K., Röösli, M., 2015. Symptoms and cognitive functions in adolescents
in relation to mobile phone use during night. PLoS One 10, e0133528. https://doi.
org/10.1371/journal.pone.0133528.
Schweizer, A., Berchtold, A., Barrense-Dias, Y., Akre, C., Suris, J.-C., 2017. Adolescents
with a smartphone sleep less than their peers. Eur. J. Pediatr. 176, 131–136. https://
doi.org/10.1007/s00431-016-2823-6.
Seegers, V., Petit, D., Falissard, B., Vitaro, F., Tremblay, R.E., Montplaisir, J., Touchette,
E., 2011. Short sleep duration and body mass index: a prospective longitudinal study
in preadolescence. Am. J. Epidemiol. 173, 621–629. https://doi.org/10.1093/aje/
kwq389.
Shrier, I., Platt, R.W., 2008. Reducing bias through directed acyclic graphs. BMC Med.
Res. Methodol. 8, 70. https://doi.org/10.1186/1471-2288-8-70.
Spiegel, K., Sheridan, J.F., Cauter, E.V., 2002. Effect of sleep deprivation on response to
immunization. JAMA 288, 1471–1472. https://doi.org/10.1001/jama.288.12.1469.
Tamura, H., Nishida, T., Tsuji, A., Sakakibara, H., 2017. Association between excessive
use of mobile phone and insomnia and depression among Japanese adolescents. Int.
J. Environ. Res. Public Health 14. https://doi.org/10.3390/ijerph14070701.
Textor, J., Hardt, J., Knüppel, S., 2011. DAGitty: a graphical tool for analyzing causal
diagrams. Epidemiology 22, 745. https://doi.org/10.1097/EDE.0b013e318225c2be.
The Kidscreen Group Europe, 2006. The KIDSSCREEN Questionnaires Handbook.
Toledano, M.B., Mutz, J., Röösli, M., Thomas, M.S.C., Dumontheil, I., Elliott, P., 2018.
Cohort profile: the study of cognition, adolescents and mobile phones (SCAMP). Int.
J. Epidemiol. https://doi.org/10.1093/ije/dyy192.
Tosini, G., Ferguson, I., Tsubota, K., 2016. Effects of blue light on the circadian system
and eye physiology. Mol. Vis. 22, 61–72.
Wittmann, M., Dinich, J., Merrow, M., Roenneberg, T., 2006. Social jetlag: misalignment
of biological and social time. Chronobiol. Int. 23, 497–509. https://doi.org/10.1080/
07420520500545979.
Wu, X.Y., Han, L.H., Zhang, J.H., Luo, S., Hu, J.W., Sun, K., 2017. The influence of
physical activity, sedentary behavior on health-related quality of life among the
general population of children and adolescents: a systematic review. PLoS One 12.
https://doi.org/10.1371/journal.pone.0187668.
Zhang, J., Lam, S.P., Li, S.X., Li, A.M., Lai, K.Y.C., Wing, Y.-K., 2011. Longitudinal course
and outcome of chronic insomnia in Hong Kong Chinese children: a 5-year follow-up
study of a community-based cohort. Sleep 34, 1395–1402. https://doi.org/10.5665/
SLEEP.1286.
M.O. Mireku et al. Environment International 124 (2019) 66–78
78
